CONTEXT: Family planning services are frequently used and important services for American women, yet little is known about their quality. Service quality has important implications for women's reproductive health. If women do not receive adequate information and tools, and learn appropriate skills, from their providers, they may be hampered in their efforts to control their fertility.
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According to the 2002 National Survey of Family Growth, 42% of women aged 15-44 have sought a family planning service from a medical provider in the last 12 months. 2 These services are especially important for young women. Sixty-three percent of women 20-24 years old and 55% of women aged 25-29 have sought a birth control service in the last year. 2 These services are crucial in enabling women to meet their fertility goals. Most American women desire only two children; to reach this low level of fertility, women must spend approximately three decades of their reproductive lives trying to avoid an unintended pregnancy. 3 Despite the importance and frequency of use of family planning services, and a vast literature on accessibility of services, relatively little is known about their quality. 4 Further research in this area is an important priority, given interest in and attention to health care quality generally in the United States 5, 6 and the evidence of problems with quality across diverse health services. 6, 7 It is important for the family planning field to learn whether quality problems exist and, if so, to develop strategies to address them. Learning more about family planning service quality is important for ethical reasons, as receiving high-quality care is a basic right of patients. 8 In addition, one of the main motivators behind this area of research is the notion that family planning service quality influences contraceptive and reproductive health outcomes. Studies in diverse international settings, where family planning service quality has long been an area of intense focus for research and intervention activity, 9, 10 have linked service quality to contraceptive adoption, 11 prevalence 12 and continuation. 11, [13] [14] [15] [16] In the United States, unintended pregnancies and contraceptive failure are important problems. Each year, almost half of all pregnancies in the United States are unintended; 48% of unintended pregnancies occur among women who were using a contraceptive method at the time they conceived. 17 Further, 9% of women using reversible contraceptive methods experience a contraceptive failure within the first 12 months of use, and 17% do so in the first 24 months. 18 These problems are undoubtedly caused by numerous factors, but the quality of family planning services may play a role. If services are not of high quality, clients may not receive the information and learn the skills they need to adopt and sustain successful contraceptive behavior. Policies and regulations also influence service quality. Although no policies govern family planning services across 45 Gold et al., 1998 40 Hamby and Kusi-Appouh, 2003 43 Harvey et al., 1989 23 Milligan, 1989 29 Radecki and Bernstein, 1989 41 Sonenstein et al., 1997 31 Thorburn and Bogart, 2005 33 Weisman et al., 2002 48 Winter low-income adult women. A fairly large number of studies have included adolescent women; [23] [24] [25] [26] [27] [28] [29] [30] [31] [32] [33] [34] [35] only two have included males. 35, 36 Studies have typically conceptualized family planning service quality as a multidimensional construct. Yet, most have not been based on conceptual frameworks, and few have defined service quality. As a result, the domains of quality measured have been inconsistent across studies. Certain domains, such as client-staff interactions and the accessibility of services, have been assessed relatively frequently, while others, such as technical quality, have been explored infrequently.
For this review, we developed a conceptual framework by which to classify the domains of quality studied in previous research. Our conceptual framework is based on two previous frameworks of quality of care, those of Bruce (which was specific to family planning) 37 and of Sofaer of the organization of care such as the follow-up mechanisms in place to track clients over time and whether clients can be seen by the same provider at all visits have also been rated somewhat poorly. 31, 41, 42, 43 In the national study of directors of publicly funded family planning agencies, only 53% reported that their agencies had any mechanisms in place to contact clients who missed appointments. 42 In the study of women in Washington, DC, 18% reported being unable to see the same provider for each visit; the proportion was particularly high (37%) among women who received their care at hospitals. Technical competence refers to the degree to which the care provided is safe, is effective and complies with accepted clinical standards. This domain of quality has been examined in only two studies. 41, 43 The limited data available suggest a high level of technical competence.
d Structure and facilities. The quality of the structure and facilities has been assessed in five studies. 29, 35, 41, 44, 45 Aspects of the physical structure studied have included crowdedness, cleanliness, noise level and overall organization. Physical features of facilities (particularly, the 42 In studies asking clients directly about the method choices available to them, few clients reported being unable to obtain their method of choice from their provider. 31, 35, 44 Nevertheless, one-third of a nationally representative sample of black women reported that a family planning provider had ''strongly encouraged'' them to adopt a specific birth control method when they had wanted to use another one. 33 Similarly, in two qualitative studies, some women reported feeling pressured to adopt a specific birth control method, most commonly a hormonal one.
28,46
d Patient-centeredness.The patient-centeredness of services is the degree to which services are tailored to the needs and circumstances of individual clients. This domain has been assessed in only four studies, 23, 41, 45, 48 and has generally received moderate ratings. For example, only 69% of a nationally representative sample of low-income women completely agreed that the staff at their last family planning or gynecologic visit made an effort to find out about their particular needs. 45 
Correlates of Service Quality
Ten studies have explored correlates of family planning service quality. 23, 26, 29, 31, 35, [40] [41] [42] 45, 47 These can be grouped into four categories: studies of facility factors, provider factors, client factors and consultation factors. Of these, facility factors have been studied the most frequently. The correlates of service quality have most commonly been studied in cross-sectional surveys.
In general, quality ratings have been lower for public than for private facilities. 31, 41, 45 In addition, hospitals and health departments tend to be rated the most poorly of all sites, 29, 31, 45 while private doctors tend to be rated the most favorably. 31, 41 Two provider characteristics have been correlated with service quality: Female providers have received higher quality ratings than males, 23, 47 and nonphysicians have been rated more highly than medical doctors. 23, 26 Unmarried clients, those with less than a college education, members of minority groups, Spanish speakers and males have rated services more poorly than others; 35, 45, 47 being younger than 20 was associated with worse quality ratings in one study, 47 but not in two others. 35, 45 Finally, of the consultation factors studied, a client's being unable to see a clinician of her preferred sex has been negatively associated with quality ratings, but the amount she has paid for services is not associated with quality ratings. 45 
Quality and Outcomes
Twelve studies have investigated the relationship between family planning service quality and client attitudes and behavior (Tables 2 and 3, pages 210 and  211) . 24 These investigators have used a variety of designs: cross-sectional 45, 48 and prospective surveys, [25] [26] [27] 30, 49, 50 and quasi-experimental 34, 51 and experimental studies. 24, 36 Of the four experimental and quasi-experimental studies, all tested the effect of counseling interventions; one also tested the effect of increased provider support to women through follow-up phone calls. Observational and prospective studies have tended to find positive relationships between service quality and client contraceptive behavior. 30, 48, 50 In a cross-sectional study of 898 women who were members of health plans in Michigan, those who had received personalized contraceptive counseling through their plan had nearly five times as high odds of using a contraceptive method as those who had received no counseling. Women who had received nonpersonalized informational counseling also had increased odds of using contraceptives, but the differential was not as large. 48 In a study that followed 786 low-income women who were newly adopting the contraceptive implant, participants who said that their provider or counselor had pressured them to adopt the method at their initial visit had higher odds than women who reported no pressure of discontinuing its use early. 50 The limited evidence from the four quasi-experimental and experimental studies is more mixed. Two studies found that the interventions tested had no effects on contraceptive behavior, 24 ,51 while two noted positive males who took part in a special reproductive health counseling session were more likely than controls to be using an effective contraceptive method one year later, but the effect was limited to those who had not been sexually active at baseline.
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Three quasi-experimental and experimental studies have analyzed the effect of quality improvement interventions on the risk of pregnancy. 24, 34, 51 None found a significant effect, but in one, adolescents exposed to the intervention had a marginally lower pregnancy risk than controls. 34 In another, a short-term effect was seen in a high-risk subgroup of women (those who had previously been pregnant), but this effect disappeared by 12 months. 51 The effect of service quality on clients' likelihood of returning for care has also been examined. Two observational studies found associations between quality and clients' likelihood of returning to services. 25, 26 In a study of 628 Pennsylvania women who had not returned to their federally funded family planning clinics for two or more years, 45% reported not returning because they perceived problems with the care received, the clinic's functioning or the accessibility of services. Specifically, women mentioned long waiting times, lack of privacy, poor treatment by staff, little continuity of providers, and inconvenient hours and location. 26 By contrast, three quasi-experimental studies found no relationships between the interventions tested and clients' rates of return to their provider. 24, 34, 51 Clients' satisfaction with contraception has also been linked to service quality. In a prospective study of pill users, clients who were dissatisfied with the clientprovider interaction at their initial visit had significantly elevated odds of being dissatisfied with the pill two months later. 49 
Clients' Preferences
Eight studies have explored client preferences and values regarding family planning service quality. 23, 28, 31, 32, 46, [52] [53] [54] Studies in this area have found that to clients, the most important aspects of services are receiving personalized attention, having staff who spend enough time explaining issues, being able to see the same provider at different visits, receiving care that is technically appropriate and receiving affordable care. Convenience factors-waiting times, whether weekend and holiday hours are available, whether clinics accept walk-in clients and whether childcare services are provided-are generally considered less important. 23, 28, 31, 52 A few studies have investigated whether clients' values and preferences for family planning service quality differ by subgroup. One study found no subgroup differences, 52 but another found that certain features of services (whether a clinic accepts Medicaid and whether a woman is informed about what to expect during an exam) are more important to women with children and black women than to childless and white women. 54 In another study, adolescents were more concerned than adults about confidentiality.
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DISCUSSION
Over the past two decades, only 29 studies have reported on family planning service quality; the majority have been descriptive. One of the important strengths of the available research is that it has conceptualized quality as a multidimensional construct. This trend should be continued, as theory on service quality suggests this is an appropriate conceptualization. 37, 55, 56 However, a weakness of the literature has been the lack of consistency in the domains of quality studied. An important step is for future studies to be guided by more explicit definitions of quality and by conceptual frameworks delineating its domains. This will lead to greater consistency in the domains studied and will allow for better assessment of trends.
We suggest a definition of high-quality family planning service and a conceptual framework that we hope can help guide future research. The international family planning field has long recognized that high-quality care reflects technical competence, client-centeredness and a range of services and choices. 37 We therefore suggest borrowing from the international literature a definition of high-quality service as care that offers clients ''a range of services that are safe and effective and that satisfy clients' needs and wants.'' 9 Contraceptive use (6 months); ability to cope with method (6 months); continued method use despite problems with method (6 and 12 months); reproductive health knowledge * Contraceptive use (12 months); ability to cope with method problems (12 months); pregnancy; § § clinic continuation; satisfaction with services ns *Result was statistically significant. †Refers to negative or uncomfortable feelings related to being sexually inexperienced. ‡Effects were limited to males who were not sexually active at baseline. §The numbers of clients who participated in the interventions were small: 63 for the clinic staff support intervention and 37 for the family involvement intervention. † †Difference was significant for pill users, but not for users of the IUD, diaphragm or condom. ‡ ‡A significant positive effect was seen at six-month follow-up for women who had previously been pregnant, but this difference disappeared by 12-month follow-up. § §Among 16-17-year-olds, the intervention group had a significantly lower rate of pregnancy than the control group. Notes: ns=nonsignificant. Superscript numbers refer to the reference list, page 213.
Our suggested conceptual framework places the eight domains of quality discussed above (accessibility, communication and information, client-staff interactions, efficient and effective organization of care, technical competence, structure and facilities, method choice and patient-centeredness) in the context of broader structural, facility, provider, patient and consultation factors (e.g., funding mechanisms, client flow, provider time constraints and language barriers). We also link service quality to the outcomes it is thought to influence: clients' likelihood of returning to services, knowledge about contraception and reproductive health, safe and effective use of contraceptives and, ultimately, ability to lead safe and healthy sexual and reproductive lives. Our framework is informed by earlier work. 37, 38, 57, 58 We also recommend that future research diversify the methodologies used to study quality. Most research has relied on surveys asking women about their experiences with family planning services. While this approach provides important insights into clients' perspective on service quality, it does not capture other perspectives, such as those of health care providers or program managers. Further, clients may not be in the best position to evaluate certain aspects of quality-most notably, the technical quality of services-and client evaluations may be subject to influences such as courtesy bias. 59 We believe the best approach to assess service quality is to rely on a range of methodologies and to attempt to capture a picture of quality from a variety of perspectives. Methodologies that might be used (or used more widely) include expert observations, medical record reviews, simulated patient visits and provider surveys. These methodologies have been used successfully in research on family planning service quality internationally. 9, 10, 59, 60 Even if other methodologies are used, however, client surveys are likely to remain an important approach. We have two recommendations for future studies relying on such surveys. First, researchers should pay careful attention to distinguishing clients' views on service quality from their satisfaction with services, which are distinct concepts. 61 Clients may be satisfied with services that they consider to be of low quality. Theory in this area suggests that perceptions of service quality reflect clients' beliefs about services, whereas satisfaction reflects clients' attitudes about services. 62 This distinction should be kept in mind when designing questions. Second, future research should include a broader range of clients than have previously been studied. The vast majority of studies have included only low-income adult women, likely because of interest in assessing how well Title X and Medicaid meet the family planning service needs of this population. Future studies should include other understudied groups, such as males, immigrants and women receiving private services. In addition to descriptive research, future research should investigate a broad range of correlates of service quality. Provider-patient race concordance, 63 ,64 patient health needs 65 and the presence of medical interpreters during the encounter 66 influence service quality and client satisfaction in other areas of health care, and could be studied in the context of family planning services. Such research can yield important insights into the factors underlying high-and low-quality service and may provide useful information for the design of interventions to improve service quality. Another major focus of past research has been the effect of service quality on client behavior and attitudesspecifically, contraceptive behavior. This is one of the most important areas for research, since it helps to build a strong case for improving service quality. Yet, the few studies that have been conducted have had weaknesses that limit the conclusions that can be drawn about the effect of quality: Several have relied on crosssectional designs, nearly all of the experimental and quasi-experimental studies have been carried out among adolescents and few aspects of quality have been examined. More studies, with stronger research designs, are needed. Quasi-experimental and experimental studies provide the strongest evidence about causality, but even prospective studies provide more compelling evidence than cross-sectional ones. Future intervention studies should include more diverse groups and should assess additional domains of quality.
A further important issue to address is what ''dose'' of high-quality service is necessary to make a difference for clients. One visit to a high-quality provider is unlikely to have a lasting effect on clients, and this may help explain the lack of effects seen in some of the previous quasiexperimental and experimental studies on quality. It may be more reasonable to assume-and to assess the likelihood-that multiple doses of high-quality services are required to have an impact on client behavior.
Additionally, future research should attempt to learn which aspects of quality are most significant for clients' contraceptive behavior. This type of work would help to focus quality improvement efforts on the areas that have the greatest impact. Future studies should also consider whether the effect of receiving high-quality service varies with client characteristics such as age or life circumstances. Receiving high-quality services may be especially important at certain critical junctures-for example, when clients initiate use of contraceptives, or when they have had a pregnancy scare. Finally, future research in this area should assess a broader range of outcomes than have so far been studied. High-quality services may have benefits for clients that go well beyond their contraceptive use. A study in Chile found that women who received highquality family planning services reported improvements in their self-esteem, their general health knowledge and their feelings of social connectedness. 67 The last area covered by this review was research on clients' values and preferences regarding family planning service quality. Studies in this area have typically relied on surveys of clients. A limitation of this approach is that Finally, it would be useful for the National Survey of Family Growth to consider adding questions on service quality. One section of the survey focuses on family planning and medical services, but the only aspect of quality the 2002 survey measured in this section was counseling (respondents were asked whether specific topics were discussed at different types of reproductive health care visits). 68 Additional questions might assess other quality indicators, such as clients' views on the adequacy of information provision, client-staff interactions, or the accessibility and convenience of the services. Adding questions such as these would allow for more robust measurement of quality and would facilitate routine monitoring of family planning service quality at the national level. From a programmatic standpoint, the picture of family planning services obtained from this review is, for the most part, quite favorable. For a number of domains of quality, such as client-staff interactions and the method choice offered to clients, service quality has generally been found to be quite high. Nevertheless, other domains could be improved-for instance, waiting times for appointments, the adequacy of communication and information exchange during visits, the adequacy of follow-up mechanisms, the patient-centeredness of services and clients' ability to see the same provider at all visits. Since research has found that the aspects of care most important to clients include receiving personalized attention, having sufficient communication and explanations from providers, and receiving affordable care, these aspects of quality should also be targeted in future quality improvement efforts. Another key finding is the variability of quality across facilities and providers. Programmatic efforts should target sites and providers that are consistently rated poorly, and efforts should be made to better understand the reasons underlying poor quality. Finally, efforts should be made to monitor all of the domains of quality rather than just selected indicators.
One limitation of our review is that we were unable to explore how programmatic and policy changes have affected family planning service quality over time. We recognize that the review covers a long time period, during which numerous programmatic and policy changes occurred that likely affected service quality. We believe this is an important area for study; however, because of limitations in the data, including the use of differing methodological approaches and different measures of quality, we could not explore it here.
In conclusion, past research on family planning service quality provides a strong foundation upon which to base future work. It is now the job of researchers to build on and strengthen this literature, so that more can be done to improve family planning services and we are better able to meet women's and men's family planning needs.
